Introduction: Adults and children are required to fast before anaesthesia to reduce the risk of regurgitation and aspiration of gastric contents.
Introduction
American Society of Anesthesiologists (ASA) defined preoperative fasting as a prescribed period of time before a procedure when patients are not allowed the oral intake of liquids or solids [1] . Both more) may be needed in these cases [1] . It has been reported that prolonged periods of fasting are unnecessary and may cause complications such as distress, confusion, instability, hypoglycaemia, headache, dehydration, electrolyte imbalance, postoperative nausea and vomiting (PONV), and increased insulin resistance [2] [3] [4] . Insulin resistance is an important factor in postoperative outcome and it is an important predictor of the length of hospital stay for patients undergoing elective surgery [5] [6] [7] . Studies have shown that paediatric patients aged 6 months to 6 years after prolonged preoperative fasting for 10-16 hours are more prone to hypotension during general anaesthesia [8] [9] [10] [11] .
Studies have demonstrated that adhering to the minimum fasting recommendation does not significantly affect the stomach volume and pH to increase the risk of regurgitation and aspiration. In effect, prolonged preoperative fasting is not beneficial rather it may be associated with complications (1-4). Literature revealed several possible reasons for excessive preoperative fasting such as patients´ lack of knowledge regarding the rationale for preoperative fasting, rapidly changing surgical schedules, the absence of a formal fasting policy or staff members´ inadequate knowledge of the policy, general mistrust on the part of practitioners that patients will understand and comply with a fasting policy [12] . At Princess Marina Hospital (PMH), Gaborone, Botswana, the investigators believed that the practice of preoperative fasting period is unnecessarily prolonged from the midnight on the day of surgery without considering the time of the procedure to be done. were selected after explaining the research and obtain informed consent. The sample size required was calculated using the Cochran's formula for minimum sample size determination in crosssectional study [13] . The study population consisted of elective surgical patients. 
Results
A total of 260 patients were included in this study. Majority (65.7%)
of the respondents were in the age group 30 years and above, with 
Discussion
This is the first survey conducted to assess the preoperative fasting times in our centre in Botswana. There is no established preoperative fasting policy in the Hospital where the study was conducted. This study showed that the vast majority of patients Preoperative symptoms such as headache, nausea, thirst and hunger are related to the duration of fasting from food and liquid.
Patients experienced more thirsty and hungry as the duration of fasting lasted beyond the recommended time [17, 7] . Prolonged preoperative fasting increase the incidence of PONV [4, 19] .
Consumption of fluid up to 2 hours prior to GA reduces postoperative vomiting [3, 20] . Children who have experience prolonged fasting are more prone to hypotension during general anaesthesia [8] [9] [10] [11] . Prolonged fasting triggers a metabolic response that precipitates gluconeogenesis and increases the organic response to trauma. Insulin resistance is an important factor in postoperative outcome and it is an important predictor of the length of hospital stay for patients undergoing elective surgery [5] [6] [7] . 
Conclusion
This study found preoperative fasting times longer than the ASA recommendation. There is presently no preoperative fasting policy in our Hospital and a single fasting instruction is given which disallows intake of both liquids and solids after midnight. The 
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